Rural Health SOTA - Opening Plenary - 3-28-2022


Rachel Ramoni:
Great and, well, thank you so much for, for having invited me to this SOTA. It is an area that needs more attention from us, and I I don't need to tell this group that that, that your grandfather wasn't alone in in being a rural Veteran. There are, there are a number of of rural and highly, highly rural Veterans in our population, pretty close to to half of the population that sees us on a regular basis, I think, about 2.7 million. 


And and 7% of those are women, and 13% are are from underrepresented groups. So it is, it is by VA standards, at least when it comes to to women, it's, it's about as diverse as as the the rest of, the rest of of VA. So you have, you have a variety of people living in and rural circumstances so we have to to take that into into account. 


And and, of course, better than I do that rural Veterans are faced by, faced by a number of of challenges or that are not faced by non-rural Veterans. The advent of telehealth, it wasn't necessarily a boon to the rural Veterans that it should be because of the the lack of Internet at home, and and the fact that this population is older, and and perhaps, some of them are less tech savvy. 


Although, although a later meeting I have today is with our very own Ralph DePalma, who's 90 years old and has to tell me how to, how to run things on Teams. 


So why are we here? We we want to send, set this Rural Health research agenda. There, there are a lot of areas that need attention but I'd like to to ask you to focus on a, on a few areas because if you try to focus on everything, you end up focusing on on nothing. 


So COVID, it's still with us. Unfortunately, the incidence, and and the mortality are higher in the rural populations than in our urban communities. And and the vaccine coverage is is lower. So how do we, how do we respond to this? 


And how do we take the lessons learned, not only for COVID, but for other public health emergencies? How do we deal with long COVID in in these rural populations? Community care, it is tougher, and it's in a rural setting where perhaps the community care is, is very spread out, and distant itself. 


How do we, how do we coordinate this care for our, for our rural Veterans? And finally a biggie is workforce, how do we, how do we address the shortage of of providers, and and staff members working in these, in these rural communities? 


It's not only hitting the VA but but more broadly, what, sort of, creative solutions can we, can we apply together, and can be in, not only researching what these solutions may be, but can research, and and your side of the house working together help to attract, and retain people? 


For us, diversity, equity, and inclusion is is one of our five strategic priorities, that is, to actively promote diversity, equity, and inclusion within our sphere of influence. So so that should be a component of your, of your discussions. 


And and we're listening here and research, this is not just a, as, sort of, a group exercise for the purpose of having a little coffee klatch, although that's always, that's always nice, especially when they're in-person. But to also prioritize the top two to three questions that you'll report back, and for me, the more specific you can be, the better. 


Now, what I will say is that I hope that, that this doesn't, that this isn't just a one-way handoff or a one-time conversation because that is not going to lead to our end goal of of better health for rural Veterans. I'll I'll mention just that we lost a colleague that some of you may know, a mister, Mr. Mitch Mirkin just over a week ago. He was, he was riding his bike and had a heart attack. 


And, and and that was, that was, it was, it was very, it it was a big loss for us. He had been with us for many, many years, and was much beloved. But one thing that Mitch and I would, would talk about is, is jazz. Because my my husband who also passed away due to a heart attack, unfortunately, some years ago, was also a lover, a lover of jazz. 


And and the reason I bring up Jazz here, is that this, for me is what, is what collaborations between the clinical, and research sides of the house, or the clinical, and operation sides of the house, or the program offices need to be like. And and the things that typify jazz, right, you don't have a set plan. You have a, kind of, a theme that you start out with, and and then you you improvise on that theme. 


But in order to to improvise on that theme, you got to be in the same room, and you've got to be listening to one another all the time, not just at the beginning. And so it's my hope that this can be a beginning of the conversation. This will help us to identify the what we need to work on, the, sort of, the theme. 


And then together we can continue working together, listening to each other, co-decision making in order to finally get to the end result of of improving Veterans' lives through research. And this will take along the way some, some improvisation, and working with one another. 


So so with that, I will, I'll thank you for having invited me, and and I look forward, David and and Laura, to to hearing the outputs. And then, and then potentially, if we can, having a follow-up meeting with the the leadership of Rural Health to talk about how we're forming a band together.

Laura Zimmerman:
Great, yeah, thanks, Rachel, thank you for that. And our next speaker then is Maria Llorente, who's Deputy to the Assistant Undersecretary for Health for Patient Care Services. And it's over to her.

Maria Llorente:
Thanks very much. Can you hear me alright?

Laura Zimmerman:
Yep. 

Maria Llorente:
Perfect, thank you. Good morning and welcome, I first want to take a moment to thank Dr. Klobucar, and Rural Health, as well as Dr. Atkins for inviting me to speak with you this morning. While I did not grow up in a rural community, I went to medical school at the University of Florida which serves a large segment of rural areas in both North and Central Florida, as well as parts of Southern Georgia.


I remember, even though it was over 35 years ago, that during our family practice rotations, depending upon which day of the week, we were dealing with very different populations, and medical problems, although we went to the very same public health clinic each time.


So if it was Mondays and Fridays, those were general family practice day. Tuesdays were pediatrics day, so well baby exams, and lots, and lots, and lots of shots. I came to appreciate that learning how to give those shots came in very handy during the COVID pandemic.


Wednesdays were OB and GYN clinic days. Thursdays were mental health days where not only did we as family practitioners see mental health patients, we also gave long acting depot neuroleptics during, during the, those those clinic days. And remember, I was a medical student. 


The providers had to be able to address a wide array of conditions and problems, but they were general family practitioners. It quickly made me understand that rural health care is unique and requires a great deal of information, knowledge, but also creativity, and innovation. 


As we all know, rural America is a vast and beautiful part of our country. As you heard from Dr. Ramoni, many U.S. Veterans returned from active military careers to reside in these rural communities. And we know that this is due to lots of really good reasons: closer to proximity to where the Veteran grew up, where they make family, and friends, and where they feel a sense of community. 


There are amazing open, natural spaces in public lands – 

Unidentified Female:
_____ [00:09:26] to change.

Maria Llorente:
– For outdoor recreation that promotes the _____ [00:09:33] of health and well-being. There's less crowding, overall lower cost of living, and in many communities, a lower crime rates. But these advantages also come with challenges. Compared with urban communities, rural communities have higher poverty levels, higher numbers of senior citizens who reside there. 


Residents with poor health who may lax high speed Internet services and difficulty accessing health care due to fewer available medical resources. As we saw with the pandemic, some rural hospitals closed making the distance barriers that already existed before the pandemic even greater. 


And as we have also seen, the need for mental health services has been increasing. And workforce shortages in this area are particularly felt in rural communities. These issues all intersect with the three main topics of the Rural Health State of the Art conference, namely COVID-19, and public health emergencies, community care, and workforce issues. 


As a result, the Planning Committee has set four cross cutting themes to be considered by your workgroups. First is the cultural context for rural populations. It's extremely important to explore and understand differences in attitudes, beliefs, and behavioral norms that can influence service use, especially for mental health. 


I mentioned that Thursdays was the mental health day in the public health clinic. Well, it was convenient because we knew what we were going to be dealing with. But it wasn't so convenient for the people who reside in that community because since everybody else knew that Thursdays was mental health day, then they knew if you were walking into the clinic on Thursdays, it's because you had a mental health condition – so very difficult to guard privacy in that context. 


And Veterans generally, but especially those in rural areas, pride themselves on independence, and self-reliance. And so interventions must be designed with these values in mind. 


Second is the importance of diversity, equity, and inclusion. This is in the context of both the Veteran and their caregiver whom the VA serves, but also ensuring that VA has a diverse workforce. 


Third are those innovations that are needed to improve access. How do we ensure access to healthcare in the face of geographic barriers? And how do we address the lack of broadband access? How do we factor in and overcome those rural hospital closures? 


Can we increase access to aging in place interventions? How about seniorizing the Veteran's home? That's a term, by the way, that I borrowed from one of my senior Veterans: he wants to age in place so he has seniorized his home. 


Mental health, how do Veterans with mental health conditions in rural areas access the care that they need? How do we overcome the stigma that's associated with having a mental health condition, and with receiving mental health treatment? 


The Office of Rural Health and Patient Care Services are working to address these challenges, in part by utilizing innovative approaches and technologies. This requires a robust connection and relationship with research. This meeting will help to strengthen that connection, and advance the knowledge, and those innovations. 


We challenge you to be creative. In the best of all possible worlds, how would you design the ideal rural health system of care? What policies, research, and best practices do we need to get us there? 


On a more urgent basis, what are the research gaps that this conference can identify to better understand rural healthcare services needs? But most importantly, we also challenge you to put yourself in the shoes of that rural Veteran. 


As you think about the values that are important to them, and the issues that they, and their caregivers face, we must design solutions that are Veteran-centric for no other reason than to demonstrate gratitude for the sacrifices that they have made, as well as those of their families, and caregivers. 


This is our opportunity to serve them. I hope you have a wonderful and productive conference. I look forward to reading about and hearing about the outcomes. And I want to thank each and every one of you in advance for your valuable contributions. Thank you all very much, and back to you, Laura.

Laura Zimmerman:
Thank you. I love that term, though, seniorizing, that's a good one. And I I like that a lot. Great, your next speaker, then; I'm going to turn it over to David Atkins, the Director of HSR&D.

David Atkins:
Thank you. Are you able to hear me okay? 

Laura Zimmerman:
Yep. 

David Atkins:
Great, thanks, and thanks to our speakers for keeping on time so well, and I'll try not to get us off of time. So I'm going to spend just a few minutes, sort of, setting the scope for what these types of meetings typically do, and how to increase the chance that we have a good meeting out of this next two days. The next slide, please. 


So I'll talk a little bit about the background which our first few speakers have very nicely set up in thinking about the perspectives, but especially about what our current research looks like, and and the gaps; and then, talk a little bit about the workgroups, and some hints for getting to a productive outcome from those work groups. The next slide?


So both Dr. Ramoni and Dr. Llorente have already, sort of, highlighted why rural health is important to us, and so I won't, sort of, repeat those statistics, but clearly a big factor over the last five years or more has been the impacts of the Mission Act on the care for rural Veterans. 


We have always had many Veterans who are getting care both within the VA and outside of the VA thanks to Medicare coverage. And that's increasingly true as Veterans get older, and it's true of Veterans who live farther from, from VA facilities. But that's clearly changed the landscape of how care is delivered and the, kind of, questions we need to be asking, asking. 


The other thing is that we've always benefited from a great relationship with the Office of Rural Health. And many of our people who we fund through our research appropriation are also funded by the Office of Rural Health to do work that, while not technically considered research from a a strict definition of, sort of, generalizable knowledge outside the VA, are clearly using the same methods, and analytic tools to generate high quality information. 


And so as I looked at where we needed to, sort of, refresh some of our priorities, rural health seemed like a a logical place. We had a willing and very helpful partner. We had a group of engaged researchers, and we had never really given it the attention it deserves. 


We had held a field-based meeting probably more than six or seven years ago that began to look at some of these issues. But it was clearly time to revisit this. Next slide?


And the reason we needed to really think about research is, first off, we actually don't even have a specific portfolio in our research devoted to rural health. Our scientific program managers have specific portfolios that they are in charge of, but our rural health portfolio was really divided between portfolios that were more focused on access issues, or focused on questions of telehealth, and virtual care. 


And obviously, that didn't really capture all of the problems, and the unique aspects of rural care. We talked about the unique challenges and also the unique strengths of rural communities. But certainly, the issues of rural communities were highlighted by some seminal work by Princeton economists Anne Case and and Angus Deaton, who published a paper on deaths of despair, and looked at changes in trends of suicide overdose, and and deaths related to alcohol over the past two decades. 


This was looking at national population data; but just showing that there was an increasing trend, that it actually lowered overall life expectancy, especially in a group of more rural and, and white, U.S., U.S. adults. 


We know that loneliness is a problem for many people, not just rural patients, but for all of our citizens. The surgeon, our current _____ [00:19:27] Surgeon General, in his previous appointment even highlighted this as a major public health challenge. 


But we know that issues of isolation increased during the COVID pandemic, and probably contributed to some worse outcomes among Veterans, and among other Americans who didn't have the benefits of a strong social support system. 


And our other speakers have already commented on the disparate effects of COVID, and what it's revealed about our healthcare system, both within the VA and outside. Next slide?


This is just a snapshot of work that is currently, primarily devoted to COVID, or, sorry, primarily devoted to rural health problems; or has a component of its research looking at rural and non-rural distinctions, even if that isn't the primary focus. 


So if we look at our portfolio, which is over, probably over 250 research projects, we only have 14 that are currently classified as primarily focused on issues of rural health. So that's less than 10% of our portfolio, which certainly doesn't match the proportion of of our, our Veteran population that is rural. 


If we broaden it to consider the fact that often the importance of rurality is a subset of questions in a, in a study that might have a broader focus, it obviously looks, it starts to look a little bit better that 60, or maybe 20 _____ [00:21:09] 5% of our our projects do have a subfocus on on rural health. And the other items in this slide, sort of, point out the different areas that are highlighted. 


And we see what the issues that are not surprising, issues of mental health are at the largest group. Issues of care coordination are the second largest, and telehealth are the, are the third largest area. Issues of specialty care are obviously, critically important in terms of thinking about gaps in care that might exist for patients who live far from major medical facilities. The next slide?


So what have we done already? The planning group that organized these next two days was brought together with the help of Laura and Naomi Tomoyasu, taking the lead for HSR&D, and with people, representatives from the Office of Rural Health. So they took a look at the portfolio projects, not just in HSR&D, but those funded by the Office of Rural Health. 


They came up with these main topic areas within each work group. They identified a set of key questions that the workgroups will be looking at later today. They identified subject matter experts. Those are all of you who were invited to this conference. 


And they talked about the scope and aims. We've already mentioned the three topic areas, and the cross cutting areas that we hope the workgroups will consider, so I won't bother repeating those. The next slide? So what are the aims for each workgroup? 


So we've called this a State of the Art conference, but in in many respects, it's it's a little different than our typical State of the Art conferences. We have one of those a year and those typically have two aims. One is to provide clinical recommendations for our clinical partner as well as research recommendations. 


This conference is really focused on research recommendations as opposed to clinical recommendations. And so as a result, we haven't done the typical process of convening systematic reviews of the published research in particular areas. We've invited the, all of you because you know the published literature, even if we haven't produced a systematic synthesis in advance. 


So all of you in your workgroups have a charge to think about key research questions within that topic area. Think about those questions for which you're aware of existing research, and that may already resolve the question. Think about the questions that you think would benefit most from additional research, and then try to look at what's probably going to be a long list of potential questions. 


And think about the thing, a smaller group of two to three of the most important questions, including the scope of those questions that could be part of a call for proposals. Next slide?


So we have these agenda meetings over the next two days working in workgroups. You'll come back to present those priorities for a larger group discussion at the latter half of the second day. Next slide?


So general recommendations, just to keep in mind; so you're considering your own knowledge of the existing research from having spent much of your career thinking about these things. Many of you have individual clinical experience, VA experience to bring to provide context to that. As I mentioned, you're not really making clinical recommendations, although there may be some things where you'll have recommendations back to the Office of Rural Health about some areas where you think the research is is more mature. 


But in thinking about research recommendations, and what really are the important gaps, think about the questions that, if we could get a good answer to them, they'll actually lead to a change in practice. They'll address things that are important to our Veterans, or that represent a unique opportunity for the VA to study.


We have a unique opportunity, especially in the area of Rural Health, and that we're a national health care system that takes care of rural Veterans across the entire country. So we can look at questions that are not just issues of, say, southern rural individuals, but that cut across rural conditions that might differ dramatically if you're a, someone living, working in the timber industry in Central Maine compared to working in agriculture in in the south. Next slide?


So I'll close with these, before talking about follow-up, so hints for useful questions. So think about, is the obstacle to progress really a, truly a knowledge question, meaning what should we do? Or is it really an implementation question such as how to do it? 


We know that we need to deliver more vaccines to rural Veterans. We don't need to study the impact of low vaccination rates on on health outcomes. But how we increase vaccine uptake is obviously a critically important question. So that's a, really an implementation question. 


We need to do, sort of, implementation research, but we don't really need to continue spending time on establishing is our higher vaccination levels really a good thing or associated with better health outcomes?


Avoid that tendency to catalogue every question that you think is interesting. So the biggest risk is to, is to bite off too large of an agenda. So think about things that are focused on priority as opposed to completeness. Yes, there are going to be people who are going to be annoyed that their particular area isn't highlighted. But we're really trying to get at something that we can highlight in a call for proposals in the fall. 


And then focus on those questions that the VA actually has a capacity to address. So for example, we can think about what interventions we can do to reduce social isolation, and look at whether that's effective at reducing mental health problems in rural Veterans? That's something that's within the domain of our influence. 


On the other hand, we do not control the economic, various economic forces that have affected rural communities, including the loss of manufacturing jobs. So research to study how economic conditions affect health in those communities is probably going to be less useful for setting a a VA agenda. Next slide?


So what are we going to do with all this work? As we mentioned, our hope is that we'll put together a more specific call for research proposals over the summer, and release that in the fall. We'll develop processes for how we work, and manage our research portfolio, and communicate with the Office of Rural Health as a partner. 


Our scientific program manager, who we're delighted to have hired because she's down in Baton Rouge working virtually, is Dr. Crystal Henderson. We will think about roles, and responsibilities, and different funding mechanisms; and think, what belongs to the Office of Rural Health, and their funding streams, and what belongs to Health Services Research, and our funding streams?


And hopefully, we'll come out of it with a better idea of how to continue this collaboration going forward with our partners in Rural Health. Next slide.


And I just want to close with this, thanks, especially to the workgroup chairs who have volunteered to help lead the work over the next two days. And thanks again to Laura for diving into this enthusiastically when this idea was raised; and to Seong Kim and his colleagues at PFS, who are helping to manage this meeting, and who will be of help to manage the summary of the meeting. Thank you, all.

Laura Zimmerman:
There we go. Alright, thanks, David. Next, I'm going to turn it over to Tom Klobucar, Executive Director of the Office of Rural Health.

Tom Klobucar:
Hey, thanks, Laura. Can you hear me okay? 

Laura Zimmerman:
Yep.

Tom Klobucar:
Alright, great, thank you. Wow, a lot of familiar faces and names out there. I I, I want to start by echoing David's thanks to the organizing committee that put this together; especially, Laura Zimmerman, who led this group of researchers, and leaders from Rural Health, and HSR&D through a process that has really enriched, and expanded the vision for this meeting well beyond what was expected when David, and I first talked about this months ago. 


And I would also like to thank our colleagues from outside VA from HRSA and from the CDC, who agreed to join us on this important task. The partnership between ORH and HRSA, it, I mean, it, it goes back to the beginnings of the Office of Rural Health. 


Office of Rural Health was created by Congress back in 2006, and it became clear that, very early that this alliance with HRSA would be really important for the Office of Rural Health to be able to accomplish this mission. 


In fact, most of the applicants who eventually became Veterans Rural Health Resource Centers across the country were HRSA research elements. And and when we expanded from three Resource Centers to five, HRSA research elements were most assuredly involved. 


During my career in Rural Health from 2010 through today, I've seen two other SOTAs that were focused either fully or partially in Rural Health. One back in 2010, which was an introduction to a SOTA for Tom Klobucar to be sure; and then another in 2015. And both of those SOTAs were excellent because they really propelled us on a path that, kind of, got us to where we are today. 


So we can ask this question, well, okay, what is this _____ [00:32:15] the Surgeon General look like? But even though we did all that excellent work, the knowledge gaps continue. I mean, and you think about it, all the experts that are gathered here today, and there's so many of you, have been instrumental, and successful in addressing the rural healthcare issues across the enterprise through the VHA COINs, and ORH Research Centers, and other, other places. 


And they, they really were able, you all were really able to turn your research into action. But there's still a lot of work to do; you know that or you wouldn't be here. There's still so many questions to be answered. We need to know more about recruitment and retention of rural workforce. Where do we find providers that will serve rural America and how do we keep them there? 


What is that decision algorithm or matrix look like in providers' minds that takes them to making decision to serve in rural or to not serve in rural? What is the optimal rural health provider mix look like? And what is the role of technology in leveraging that workforce to ensure that those who choose rural are working at capacity, and are able to network that their rural colleagues? 


We also need to know more about care across healthcare systems. How can we compare the quality of care our rural charges received from community care partners when, to the care that they get in VHA? 


This is especially important in light of the recommendation that the Secretary made just a few days ago in the Access [PH] and Infrastructure Review Commission process wherein VA will not just develop more VHA solutions to the access question, but in which VA will become more reliant on community care option. 


We need to answer some questions around what, the questions that COVID-19, kind of, dropped at our doorstep. What does emergency prepares, preparedness look like in the future for VHA in rural America? How do we take what we've learned about VHA's response? 


And and I I think it's there's a consensus out there that VHA did a lot of good things in this response to the pandemic, and and VHA's obligation to serve all Americans, and, kind of, weave those lessons into the beat of our everyday rhythm of work. 


And finally, we need to improve the reach and dial-in the targeting of the research in the rural space. We have the opportunity here today to shed some light on that path, the path forward in Rural Health. Not for, not just for HSR&D, for and ORH, but for a larger audience of rural researchers across federal agencies, and in the larger Rural Health research community, and there's a lot of them out there. 


We look forward to the outcomes from, to this important meeting. I'm so excited to be here, I can't wait to see what happens. I want to thank all of you for agreeing to spend some of your valuable time to address these questions and issues. And now, I'll turn it back to Laura.

Laura Zimmerman:
Thanks, Tom. She, there we go, okay. It was freezing up for a second there. Thank you for those remarks. Before we we get to our next speaker, I just want to take a moment and and thank Jenny Burges at, at HRSA, and Kevin Matthews at the CDC who was really helpful. 


They really jumped in a 100% in this when I just, kind of, sent him an e-mail, and said, "Hey, we're doing this, do you want to be involved?" And and I really appreciate the help, and I'm really glad that we can get this larger picture as part of this, this meeting. 


So without further ado, [I want to introduce Jenny Burges, Research Coordinator for the Federal Office of Rural Health Policy.

Jennifer Burges:
Thanks, Laura, and good morning to everyone. As Laura mentioned, I'm the Research Coordinator for the Federal Office of Rural Health Policy. I will likely refer to it as FORHP for my presentation because that is the acronym we use. 


I was invited today to talk about HRSA and FORHP's mission, and then dive into our research role as an office, and what research you can expect to see from our office over the next year. I'd like to apologize, I'm getting over a cold. So if I cough a little bit through this presentation, please forgive me. 


So on the next slide; the Federal Office of Rural Health Policy is located within the Health Resources and Services Administration, as Tom just mentioned. HRSA's mission is to improve health outcomes and achieve health equity through access to quality services, a skilled health workforce, and innovative, high value programs. 


HRSA programs provide equitable healthcare to people who are geographically isolated, and economically, or medically underserved. The next slide.


FORHP was established in 1987 under Section 711 of the Social Security Act to serve as a focal point for Rural Health activities and HHS. So FORHP plays two distinct but complementary roles within HHS. 


The first is a statutory charge to advise the Secretary of Rural Health policy issues across the department and support policy relevant research on Rural Health issues consistent with HRSA's broader focus on access, and underserved populations.


And then the second is to administer grant programs focused on supporting and enhancing healthcare delivery in rural communities. So by locating FORHP, by locating both functions in the same office, FORHP is able to use its policy role to inform and develop grant programs in its grant role to provide community level perspective when assessing the impact of HHS policy on rural areas. 


So FORHP draws on its expertise from both roles to serve as an HHS and _____ [00:38:00] government wide resource on health, on rural health issues, which is why I'm particularly glad to be invited and presenting today. So on the next slide; FORHP's work is strengthened by connection to our stakeholders and federal partners. 


Our policy research and program work is so vastly interconnected. I mention this because you can often see where FORHP priorities lie; not just within our research, but within our new programs that we built. And the next slide is an example of that. 


For instance, workforce is a priority, not only for FORHP, but also HRSA and the current administration. And then our office, we've continued to expand the Rural Residency Planning and Development program for several years. And so Tom, to, kind of, allude, a spoiler alert, one of the answers that you were looking for is the more physicians that get trained in rural areas, the more rural doctors we get. 


So we've been expanding the RPD program for the past several years to start new rural, more new rural residency programs to encourage that workforce trend. You can also see this priority play out when, through our rural maternity and obstetric management strategies program highlighting our office's attention to the health of pregnant individuals and birthing people. 


You'll also seeing more programs come out from our office around mental and behavioral health as those are also high priority areas for our office right now. So on the next slide, you'll see that research is a major priority for our office. 


And so we have our research priorities, but then we have FORHP priorities more generally. Often, our research is influenced by our other priority areas. So that's why I've included them here. So the six general priority areas for the Federal Office of Rural Health Policy are expanding access, enhancing rural health capacity, improving rural health – rural quality. 


Health equity, which was talked about a lot earlier. Policy and research efforts, which is what I'm here to share with you. And then COVID-19 response, we've stood up the first ever rural health clinic programs within our office over the last two years to provide direct resources, and financial assistance to rural health clinics to help them combat COVID-19.


So on the next slide, this year we will invest about 6.5 million in conducting rural focused health service research, and making it accessible to rural stakeholders through the Rural Health Research gateway, the site that's pictured here.


You could, it can be found at the Rural Health Research at Rural Health Research dot org. I always say 'the' but there's no 'the.' When we are – we are also making sure that to the extent possible, our research reflects the increasing diversity in rural communities and varied experiences of rural residents. 


So as Tom and David talked to earlier, all of our research is cross-cutted and intersected with people's lived experiences, and who people are. So we try and make sure that all of our research is being competent, and being humble about those those different, various issues. So FORHP's research program is the only federal program that is dedicated entirely to producing policy relevant research on healthcare in rural areas. 


So every piece of, every product we produce is rural relevant; studying critical issues facing rural communities, and bridging gaps between policy, and program needs. So I have about a dozen upcoming studies that should be released within the next six to 12 months, and I just wanted to give you a sense of where FORHP's priorities are, and what research you can expect to see from our office very shortly. 


So certainly, we'll have a lot coming out around COVID-19. The Rural Policy Research Institute in Iowa, RUPRI, has been doing a lot of the COVID-19 research that you see in the news and referenced by others for rural-urban disparities. We will also be producing products on the new rural emergency hospital designation. And we've already produced some on that topic if that's something you're interested in. 


We'll have research on the effect of rural hospital closures on local economies, rural urban differences in Medicaid utilization, changes in hospital services offered after mergers and acquisitions. We'll produce an insurance profile of rural communities in the U.S. 


We'll come out with water and air quality as it relates to health in rural areas. We'll produce a product looking at dentists supply, dental care utilization, and oral health trends over the last 15 years. 


We'll come out with products around diabetes management; disparities in screening, prevention, and management of cardiovascular diseases in rural, and urban primary care; rural-urban disparities and mental health access, and quality in, in the U.S.; and palliative care availability in the rural, in rural areas. And that's just to name a quick dozen. 


You can sign up to be notified of new research publications by going to this site. You can also use this site to peruse what research will be forthcoming. Every year around October, we post all of the research studies we have funded, and anticipate release for the following year. So this website really houses all of that information. 


So not only is it a good site for resources available now, it's a great resource to learn what FORHP priorities, or what FORHP has funded, and you can interpret those fundings as priorities that our office sees for the next year. 


And while we don't have any ongoing research looking at the Veteran population specifically, we all know the intersection of Vet, of the Veteran and rural populations is quite interconnected, as Rachel, and David, and Tom all articulated this morning. So with that, I'll turn it back over to Laura, and thank you, again, for inviting me today, and I look forward to our continued partnership.

Laura Zimmerman:
Alright, thanks, Jenny. I really appreciate that. Our next speaker then is Diane Hall, who's the Senior Scientist for Policy and Strategy, and the lead CDC in the Rural Health Office of the Associate Director for Policy and Strategy.

Diane Hall:
Thank you, Laura. Alright, I'll just wait for my slides to come up. So I've got this weird setup. I might be giving you all on the side eye, and my sincerest apologies for that. So I've got my laptop right in the middle where the camera is, but the the screen is too small. So my eyes are too old to be able to read off it so I'm gonna be looking back and forth. So please understand that is a technological issue, and I'm not really trying to look furtive. 


So thank you so much for the invitation to speak with you today. I see, looking through the participants, that Scott Miller from my office is also on. So I'll just start with some introductory comments and then go into a little more detail about some of CDCs work. 


So as Laura said, my name is Diane Hall, and I'm a Senior Health Scientist at CDC. I work in the Office of the Director, and what that means is I get to work with people all across the agency, across our centers, institutes, and offices. 


And Scott often calls that a bird's eye view, and I wholeheartedly agree. In 2017, we were asked to to take on the role of coordinating and leading CDC's Rural Health work. If you're familiar with CDC, you realize that we have a lot of different Centers, and we work on everything from anthrax to zoonosis. And there's something interesting everywhere. 


I frequently say that a rural perspective is relevant to just about everything the Agency does. So having this role in our Office of the Director is actually really helpful. 


I didn't want to start with a little bit about some general topics about, sort of, a public health approach. So a lot of times people will say that they're taking a public health approach, but that means some things that are very specific. So what we're really talking about is an approach to the health of the population, not clinical work, not individuals. 


Sometimes we do talk about clinical work, like, clinical preventive services are very important to improving population's health. We often think about policies, structures, environments, and root causes of health rather than more individual level kinds of things. Policy can be a really powerful intervention to improve the health of a lot of people at once. 


We often think about prevention over treatment, and so we want to prevent something from happening in the first place. So that is often what our area of focus is. Now, the specific approach, and typically what we do is make sure that we've got a good definition of something, and then we want to monitor the problem to see how big of an issue it is. 


We want to identify risk and protective factors that are contributing to whatever the issue is, and then develop, and test prevention strategies. And then should those proved fruitful and effective, we then want to work to assure widespread adoption. So today, I'm going to focus my comments about the first two of these as they pertain to rural communities, and then I'll give a high level overview of some of our resources. So the next slide, please? The Next slide? 


Alright, so starting with definitions, you may have seen this map before. This map shows the counties that are rural or I'm going to say non-rural, and I do that deliberately. There are over 70 definitions of rural and CDC does not have one definition for a very specific reason. Rural is coded differently in our different data sets. So whichever rural definition we need to use, given our data set or analysis, that's the one that we use. 


But in 2013, CDC National Center for Health Statistics did release this urban-rural classification scheme. And when you look at this, there are two big takeaways. First, most of the counties in the United States are rural or non-Metro, according to the the classification scheme. And this is anywhere from 15 to 20% of the population, depending on the definition that you use. 


So a lot of times, this will be the the definition that we do use; but as I said, it does depend. Next slide?


But it's really important to realize that rural is not one thing. And so when I work with my colleagues across the Agency, I will say things like Maine is not the same as New Mexico, is not the same as West Virginia, is not the same as Utah, or Alaska. So the two pictures here show two rural areas that also happened to be home of some of the wealthiest people that live in the United States. 


The reference there is an article that I I really like to alert people to in case they're not aware of it. The researchers looked at rural differences and health, but they looked at economic factors, and they looked at population inflow, and outflow factors. 


And using that categorization, you realize that are some rural counties that have, are doing well, and have always done well, and others that are doing poorly, and have historically done poorly. And so it's really important when we're thinking about rural, not just to think about geographic, and regional differences, but also to think about economic differences, and differences in terms of population flow. Next slide?


So I have to talk about some real challenges; so in 2017, the CDC released our first ever report. You can go to the next one, thank you. Our Morbidity and Mortality Weekly Reports, which is one of our flagship publications. These are fabulous data reports and are widely read. 


In 2017, we created a series of these, all focused on rural, and we released 13 reports. This is also when our office was asked to take on this lead and coordinating role because I often say that what came out of these reports were not a surprise to anybody that worked in rural areas, but it was a surprise to everybody else. And so we were able to shine a light on some important disparities. Next slide? 


So early in 2017, we highlighted that there were rural and non-rural differences in the five leading causes of death. And then in November of 2019, our scientists did an update to that, and looked at causes of death by rurality over time. 


And what you see here is that the most rural areas are the ones where we're seeing more problems. So it's not just rural, non-rural, but when you look at the degree of rurality, that's where you start to see some differences. 


One other takeaway from this is if you look at the the middle set of lines, unintentional injury. That gap is closing where the disparity between non-rural and and rural for unintentional injury is narrowing, but not in the way we want. This is essentially because non-rural areas were catching up to rural when it comes to overdose deaths. Because that category includes motor vehicle as well as overdose. Next slide, please? 


Alright, so I talked about the bad stuff; now, I want to talk about some of the good stuff because you can't just focus on all the negative. So this probably isn't any news to you, but one of the things I always like to do is talk about the bad things, but make sure I highlight some of the assets in rural communities. 


So creativity and innovation are really important. And from a researcher's perspective or a funder's perspective, this idea that something might go faster can be really appealing. You don't have to talk to ten different people because you might be able to talk to two people, and cover ten different roles because people in rural communities often wear many hats. 


Some rural values are really critical. So this idea of kinship and being independent; pride of place is really important. Trusting in neighbors and just this native wisdom is really crucial. The next slide, please.


In 2018, NORC with funding from the Robert Wood Johnson Foundation did a series. They were specifically asked to find strengths in rural communities. And the items listed on this slide are what they found when they did those, and they released a full report, as well as a series of specific policy briefs. 


So if you haven't seen that before, I urge you to check it out. A lot of times starting with strength is a way to figure out how to make improvements. And I think we all say that, and we've probably all heard that in school at some point, but I'm not sure that we always do that in practice. Next slide, please. 


Alright, so you've got CDC on the call, we have to talk about COVID. I have yet to be on a call in the last two years where someone who hasn't wanted to talk to me about COVID. So we have done a few MMWRs focused on rural COVID. 


Stories haven't been great, there's a disparity with COVID vaccination where we do see rural lagging, non-rural, but we also have a whole section on our website that includes all of the COVID-19 MMWR reports. Next slide, please. 


We also have lots and lots of data. Our National Center for Health Statistics has done a really nice job organizing this. So if you go to this page, you can find deaths, cause of death certificates, also births, and pregnancies, healthcare, and mental health, healthcare access, as well as hospital data all available there. Next slide please. 


And I want to specifically highlight that NCHS also includes urban-rural status for some of those indicators. And you can find it at that URL, but you have to, you have to scroll down quite a bit. So and just keep scrolling, and you'll get to it. Next slide, please. 


Alright, so CDC also has a COVID data tracker, and my team has worked really closely with that team to get rural added. And we also worked really closely with our colleagues at the Federal Office of Rural Health Policy to make sure that what we were adding made sense, and would be useful. 


So you can look at cases, and deaths; new, the new count for seven days, the past 14 days, but also cumulative. And what I'm showing here is cumulative cases. So since the start of the pandemic, looking at metro versus non-metro. And you see, they track pretty much along the same line until you get a separation; November '21, 2021, and the green line is the rural. 


And then if you go to the next slide, the other thing you can do is change that middle section to where it's the classification. You can also break this out by all of the categories in that NCHS classification system, so the four metro, and the two non-metro. 


And so this is a way to see differences by rurality. So so you can see, what typically show, has been showing on this is that it's those frontier, or most rural areas where we're seeing higher cases in deaths. So the next slide? 


Every time I talk about data, people always want to know, "Okay, how local can you get? I want local data." And so our colleagues that work in immunization have this website, COVIDVaxView, and this is a website that was, is publicly available. It's on our website. It's typically designed for the immunization managers in the state or the large city. 


But I really like that our colleagues did, is that you can actually filter by MSA on this. And so you can find more local data than just national, if you go to this page. And there are all sorts of demographics, and a lot of different indicators that that you can check if you're interested in how COVID vaccination is going. And the next slide?


Okay just some resources, so our, our team, we've got some really great health communicators, and health scientists that have been working really closely with different communities to increase vaccine demand. So early in the pandemic, people were talking about vaccine hesitancy. 


That's not a great label so we've been focusing our efforts on trying to increase demand. And so we released this guide, COVID-19 Vaccination Field Guide: 12 Strategies for Your Community. 


And these are all evidence-based, and there are examples of how the different strategies have been implemented in the real world, which I really like because it helps take something from being conceptual to actually being applied. 


We did a rural boot camp last summer. And from that, we were able to create a rural addendum to this field guide. So it's still the same 12 strategies, but this is, sort of, like an accompanying document, with those rural considerations that would need to be taken into consideration as you think about implementing the different, the different approaches. So that was really exciting that we were able to do that. 


And again, we worked really closely with partners at the National Rural Health Association, and the Federal Office of Rural Health Policy to help us identify some of those examples. Next slide, please.


We also developed something called a Rapid Community Assessment, and there's a guide, and this has a lot of different resources in it. So this can help you figure out what's behind some of the low vaccination rates in your communities. Excuse me, allergies.


Understand some of the barriers and facilitators to vaccination, but also identify some potential strategies: There are data collection tools that don't require any formal training and the approach is very flexible. So depending on what resources you have available, you can do something in one week, you could do something in three weeks. 


The tools are also available in Spanish. And we have created addendum documents for this guide, also. There's one for tribal communities; one for adolescent populations, and digital contexts; and another for migrant and seasonal farm worker communities. The next slide, please.


So I always, also like to talk about work that our partners are doing. You can't do public health work without doing work with partners. And so the National Rural Health Association has been collating resources from different sites that are rural focused, and they're all in one place. So very handy to have everything right there. 


And then, obviously, if you're talking about rural, you have to talk about the Rural Health Information Hub or RHI Hub. We've been working with RHI Hub to get different content on their web page. We do that regularly, but also, obviously, during the pandemic. 


And so they've got their web page, and the vaccination page, and they've also been collecting rural success stories. So that's a great place to go if you want to see what other communities are doing. 


And then the National Rural Health Resource Center created a Vaccine Confidence toolkit. And what I really like about this one is that you can customize it, and put your own logo on it which can be really important in doing work. We do know that a lot of rural communities don't trust government. I've had people tell me that I'm a very nice person, but they don't really trust my employer. And that's fine.


So sometimes getting that local voice and and getting that local brand on there is going to be really critical. So those are all rural-focused. These next two are not rural-focused, but there are some really, really great information in here. 


So the Public Health Communication Collaborative came together early in the pandemic, and this is the CDC Foundation, and the Trust for America's Health, and de Beaumont. And I think I didn't leave anyone off; I hope not. 


And then de Beaumont Foundation also has some communication tips that are really helpful. They worked to do some focus groups with politically conservative voters to find out what might be influential in their decision to get vaccinated or not? And they've got some really great tip sheets on there. 


So not rural per se, and I'm not saying that rural and conservative are the exact same thing. But we do know that a lot of rural communities do, do, sort of, skew more on the conservative end of things so there might be something helpful in there. And if you go to the next slide? That's it.


So that has my e-mail address. You can e-mail me directly at Dmhall at cdc dot gov, or ruralhealth at cdc dot gov. As I mentioned, Scott Miller, my colleague is on the call. He's passionate about rural and Veteran's health, so this is a great intersection today for him. And I don't know if we have time to take questions or not, but I'm happy to answer any questions you have.

Laura Zimmerman:
Great, thanks so much for those comments. I have to say, I really, and when you talked about pride of place, and history, and culture of rural areas, it reminds me of my hometown. Our motto is actually, "Can't hide the pride." And we're having a two-day celebration to celebrate 175 years of, of existing so.

Diane Hall:
That's so fantastic. 

Laura Zimmerman:
Yeah no yeah it's great. Yeah I get – 

Diane Hall:
I can do the….

Laura Zimmerman:
We've got the best Fourth of July's.

Diane Hall:
I would imagine. So I've been doing a lot of work with our response since the start of the pandemic. And what I've started sharing with my colleagues is, don't just think about rural as geography because you're going to lose, you're gonna to lose something with that. Not just because there are regional differences, but you also lose out on some of that cultural pride of place, historical context, which is so vital. 


And so I've been, I I, kind of, sum things up, and get a little pithy sometimes. And so I said, "Think about it more as ideology than geography." And so some rural communities, policies have not served them well. They don't really trust outside groups because of that. 


And if you think about that, does that sound like any other population? And does that inform how you might think about things? If you only think about it as geography, you're thinking about distances; so if we just get what is needed to them, it will be fine.


Maybe not, and so you really want to think about the complexity that is rural. So great – 

Laura Zimmerman:
Yeah.

Diane Hall:
– To hear that. 

Laura Zimmerman:
Yeah that's great, great. And then, and that's why, that's one of our cross cutting themes as well. Alright – 

Diane Hall:
Great.

Laura Zimmerman:
– Well, I think you have all of our speakers. And that's, so that wraps up our, our opening session. For those of you that will be on the breakout groups, those are going to start at 12:25. And remember, you'll have a separate Zoom link for each of those for your breakout group. 


And for anybody else who can, join us tomorrow at 1:30 to hear the reports from, from the breakout group. Okay and everybody said, "Thanks," and have a great day.

[END OF TAPE] 
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